This article discusses the possible aims, benefits, and also the content, format and timing of training in one specific aspect of clinical practice; how to request permission for post mortems. There is increasing concern regarding the current world-wide decline in clinical or hospital post mortem rates.' The reason for this concern is that the post mortem is still ofbenefit to both medical practice and to society. The decline is believed to be due to a number of complex factors.' Clinicians, particularly junior clinicians, are usually responsible for approaching relatives for their permission2 although in some cases specially trained decedent affairs staff may undertake this task.3 These individuals therefore have a key role in determining hospital post mortem rates. This is particularly true in those countries which are now changing from a system whereby patients or relatives had to opt out of clinical post mortems to a system in which relatives' consent must be obtained.
reluctant to give permission,8 or a desire not to upset the relatives. 69 The outcome of an autopsy request is highly dependent on the manner in which it is made.'0 Thus, the process would be easier for all concerned if those involved in making the requests had received appropriate training and if the requesting procedures were well-established. 3 Training in requesting permission for a hospital post mortem A large number of clinicians appear to have never received any formal training or advice in how to approach relatives for permission for a post mortem.2'5"1"2 Most clinicians learn through personal experience or by accompanying senior colleagues who have had no training themselves.5"2 Initial experiences could have long-term effects on clinicians' motivation and expectations regarding future requests, particularly if these experiences are negative. This is one reason why preparation via the provision of relevant training is important.
Many junior clinicians feel that there is a need for training in how to request post mortems.8" Support for this proposal has come from a wide range of clinical and non-clinical sources.479"' It has been suggested that most basic skills required for medical practice should be acquired during the pre-registration year when supervisors have a responsibility to ensure that adequate training is provided. 14 
Content of training
The content and format of communication skills training should ideally be based upon a thorough assessment oftraining needs and the defined aims and objectives of the training programme.'5 Those requiring training might include medical students, clinicians, and/or relative support staff. The General Medical Council recommends that 'Doctors must be good listeners ... and they must be able to provide advice and explanations that are comprehensible."l4 More specifically, one of the objectives of the training programme might be to enable the appropriate individuals to request permission for hospital post mortems in a sensitive and understanding manner which allows the relatives to make informed decisions and minimises the risk of causing additional distress. Certain knowledge, skills and abilities might be relevant to training designed to reach this objective.
Individuals should be able to anticipate and cope with the reactions and concerns of relatives at the time of a bereavement. They should also be aware of possible religious and cultural sensitivities relating to death, funeral arrangements, and post mortem examinations.7'9"6 An appreciation of the administrative procedures, and the roles and responsibilities of those involved with the death of a patient in hospital is also important. Agencies within the hospital include clinicians, and nursing, relative support, administrative and mortuary staff together with the pathologists. Agencies outside the hospital include the coroner's office (or equivalent authority), the office of the registrar of births, deaths and marriages, funeral directors, as well as the relatives of the deceased. There should also be an appreciation of the role of other agencies such as pastoral support, voluntary and charitable organisations. Before making a post mortem request, clinicians must recognise the circumstances in which they should report a patient death (see box 1) to the coroner (or equivalent authority). '7 In some cases the circumstances in which a death should be reported may be desired local practice rather than statutory requirements. It is important that clinicans who go to work in other countries familiarise themselves with the local guidelines -for example, in the US the circumstances may vary from state to state.'8 Individuals should also be able to explain the difference between medico-legal and hospital post mortems and the circumstances in which they are carried out. It seems that many of the public are unaware of this difference and a request might cause anxiety because of a belief that the cause of death is not known or that there are suspicious circumstances surrounding the death of their relative.
Clinicians should also be able to explain the cause of death using terminology which will be easily understood by the relatives. An understanding of relatives' misconceptions regarding post mortem examinations and the reasons why relatives refuse/give permission is a necessary basis for making effective requests and may alleviate possible fears and anxieties on the part of the relatives (see case history boxes 2-4)." The most frequent reasons given by relatives for refusing permission for a post mortem are given in box 5.4 16)I9)2o Although clinicians are probably aware of most of these reasons, the influence of a lack of understanding of the need for a post mortem and fears over interference with funeral arrangements may not be fully appreciated.
In making a request the individual responsible should be able to explain the specific reasons why requests are made, and the benefits and continuing importance that post mortems can have for the medical profession, relatives, and for society.7'9""2' Medical students are often not informed of the value and utility of the post mortem examination and this will clearly influence their subsequent perceptions of its value.'"5 Although some clinicians still appear to recognise the importance ofpost mortems, there is evidence to suggest that they are not aware of the full extent and nature of the information that they can provide (see boxes [6] [7] [8] ."
The request should be made in a manner that does not put pressure on relatives, who should be given time to consider and discuss their decision if they so wish. The clinician should have an understanding ofthe nature ofpost mortems and the possible alternatives to a full examination (eg, limited post mortem or a needle core biopsy) together with the practicalities involved with the arrangement of the examination and the dissemination of the results. This would enable them to deal with any questions raised by relatives.
A How is communication skills training being provided?
The most commonly used teaching methods for communication skills training in the UK medical schools are tutorials, video feedback, role-playing and lectures.23'27 Self-teaching workshops, and group discussion appear to be less frequently used. It is difficult to draw conclusions about the relative frequency of the use of real and simulated patients because of differences in the level of data collected in these surveys. Teaching methods are clearly an important issue since the effectiveness of training will be dependent on these methods as well as on the complexity of the required skills.28 There are currently insufficient data to assess the relative effectiveness of different teaching methods.23 Clinicians appear to prefer more active teaching techniques such as small group seminars and tutorials, group discussion, and the use of demonstration videos, video feedback sessions and role-play. More passive teaching methods including written guidelines and lectures are considered to be less desirable.5 Most UK medical schools seem to be striving to move away from lectures towards more small-group learning.14 When is communication skills training provided?
More than a third ofall communication skills training in British medical schools23 appears to be provided during the first clinical year. There is growing support for the introduction of integrated communication skills training which would begin in the undergraduate curriculum and continue into postgraduate and continuing medical education.2324'9 Other suggestions have been that it would be difficult to provide training at the undergraduate level and that this might best be provided at the beginning of the pre-registration year.4'30 Some clinicians consider the most desirable time for such training to be between the beginning of the final undergraduate year and the end of the pre-registration year.5
The ideal communication skills training programme may be one which provides training at appropriate times during the undergraduate medical education (for example, post mortem requests could be introduced during the teaching ofpathology) and then reinforces key skills ofdirect relevance to specific areas of clinical practice in the pre-registration year, in postgraduate and in continuing medical education. The benefits of the post mortem For the relatives * knowledge of precise cause of death * alleviation ofguilt through reassurance that death was inevitable and that all appropriate care was given * assistance in the advancement of medical knowledge * an opportunity to help others * assistance with the grieving process * identification of possible hereditary conditions and diseases and infectious diseases * assistance with insurance and compensation claims Box 7 The benefits of the post 
